Montana Department of Corrections

Medical Refusal Form

DATE: 






OFFENDER'S NAME: 





___AO/JO NO.: 

(please  print)

I hereby voluntarily refuse: 


____________________________________________________________________________________

Offender Signature:
____________________________________________________________________________________



OFFICER'S REPORT

DATE OF REFUSAL: 





BRIEF REASON: 


Signature of Reporting Officer




Officer's Location

Signature of Second Staff Member




Title

(required only if offender refuses to sign form)

____________________________________________________________________________________

Date of Review by Health Care Staff

                                  
Signature of Health Care Staff

** IMMEDIATELY RETURN FORM TO FACILITY HEALTH CARE UNIT **
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